Previous Meeting Sites

1986 Congress Americana Hotel  --  Chicago, Illinois

1987 Marriott Hotel  --  Denver, Colorado

1988 Marriott Hotel  --  Denver, Colorado

1989 Hyatt Regency Hotel  --  Minneapolis, Minnesota

1990 Lowes Ventana Canyon Resort  --  Tucson, Arizona

1991 Grove Park Inn  --  Asheville, North Carolina

1992 Lowes Ventana Canyon Resort  --  Tucson, Arizona

1993 Banff Springs Hotel  --  Banff, Alberta

1994 Lowes Ventana Canyon Resort  --  Tucson, Arizona

1995 El San Juan Hotel & Casino  –  San Juan, Puerto Rico

1996 Hotel Santa Fe  –  Santa Fe, New Mexico

1997 Fairmont Chateau Whistler  --  Whistler, British Columbia

1998 The Westin La Paloma  --  Tucson, Arizona

1999 Samoset Resort  --  Rockport, Maine  

2000 Hotel Santa Fe  –  Santa Fe, New Mexico
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The University of Nebraska Medial Center designates this educational activity for a maximum of 10 hours in category 1 credit towards the AMA Physician’s Recognition Award.  Each physician should claim only those hours of credit that he/she actually spent in the educational activity.

The University of Nebraska Medical Center is accredited by the accreditation Council for Continuing Medical Education to sponsor continuing medical education for physicians.
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ADMSEP 27th Annual Meeting

June 21-23, 2001

Whistler, British Columbia

Thursday, June 21












TIME
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PRESENTERS

LOCATION








  2:00 – 5:00 P.M.
Council Meeting



Empress A

  2:00 – 6:00 P.M.
Registration





  6:00 – 7:00 P.M.
Cocktails



Empress B

  7:00 – 9:00 P.M.
Dinner



Wildflower Lower








Friday, June 22












7:00 – 11:00 A.M.
Registration





7:00 – 7:45 A.M.
Continental Breakfast



Macdonald Ballroom A

7:45 – 8:00 A.M.
Welcome

Carl Greiner, M.D.

Macdonald Ballroom C








8:00 – 9:30 A.M.
Plenary Session I:                            Confronting the Crisis of Medical Education

Phillip Freeman, M.D. (moderator)

Macdonald Ballroom C









Historical Changes in US Medical Education:      A Review of Kenneth Ludmerer’s Time to Heal 

Tony Rostain, M.D.



 







Hospital Closings: The Nebraska Experience

Carl Greiner, M.D.











Effect of Funding Changes on Outpatient Training Sites for Medical Students

Ted Feldmann, M.D.











ADMSEP Task Force Position Statement

H. Jonathan Polan, M.D.










9:30 – 9:45 A.M.
Posters – Break



Macdonald Ballroom C









Patient Satisfaction When Medical Students        Are Involved in Clinical Care

Tamara Gay, M.D.











Complications Associated with Surveying Medical Students About Depression

Ruth Levine, M.D.,  

Steven Lieberman, M.D., et al











A Novel Interviewing Course for the Psychiatry Clerkship

Catherine Birndorf, M.D. 

Angela Nuzzarello, M.D.











Attitudes and Beliefs About Medical Student Clerkship Failures by Clerkship Directors

Mary Jo Fitz-Gerald, M.D 

Barbara Manno, Ph.D.
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9:45 – 11:00 A.M.
Workshop Session 1













Clerkship Directors Workshop: Meeting Expectations:  Our Students’, Our Institutions’, Our Own

Mitchell J.M. Cohen, M.D.     Thomas W. Kuhn, M.D.

Macdonald Ballroom C









Student Evaluation of Pre-clinical Teaching:  Methods and Applications

Martin H. Leamon, M.D.    Laurie Fields, Ph.D.

Lombard Suite









How to Teach Everything About Psychiatry        in Eight Clerkship Hours

Eric Glassgold, M.D.

Empress B









How to Chair a Medical School Committee

Frederick S. Sierles, M.D.

Deerhurst Suite









Applying the “One Minute Preceptor” to the Psychiatry Clerkship

Steven P. Wengel, M.D.    Dennis P. McNeilly, Psy.D.

Empress A









Cultural Competence in Medical Student Education: An Update

Francis Lu, M.D.                   Charles Ndlela, M.D.

Kananaskis Suite









Special Interest Group:






Managing Difficult Medical Student Issues

Brenda Roman, M.D.     Jonathan Polan, M.D.

Empress C








11:00 – 12:15 P.M.
Plenary Session II:  

“Should Psychiatry and Neurology Clerkships be Integrated?  If so, How?“  

The Great Debate

H. Jonathan Polan, M.D. (moderator)                                  Pro: Paul Cox, M.D.       

Scott Waterman, M.D.                       Con: Michael Schwartz, M.D.              E. Cabrina Campbell, M.D.

Macdonald Ballroom C








12:15 – 1:15 P.M.
 Lunch



Macdonald Ballroom A








1:15 – 2:45 P.M.
Plenary Session III: 

Dealing With Scarcity 

Darlene Shaw, Ph.D.      (moderator)

Macdonald Ballroom C









Integration or Disintegration? The Psychiatry Clerkship During the Medicine and Pediatrics Clerkships

Kathleen Clegg, M.D.











Learning Blocks: A New Didactic Format             For the Clerkship Lecture Series

David Schilling, M.D.











Implementation of a Medical Education Elective For Senior Psychiatry Residents

Maria I. Lapid, M.D. 

Lois E. Krahn, M.D.











Clinical Exposure During the Pre-clinical Years: Novel Strategies

Janis Cutler, M.D. 










2:45 – 7:00 P.M.
Free Time





7:00 – 8:00 P.M.
Cocktails (Cash Bar)



Macdonald Ballroom A

8:00 – 9:30 P.M.
Dinner and Organization Updates



Macdonald Ballroom A

Saturday, June 23
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7:00 – 8:00 A.M.
Council Breakfast





7:00 – 8:00 A.M.
Members Breakfast



Woodland's Terrace








8:00 – 9:30 A.M.
Plenary Session IV:  

Student/Teacher Issues

Tony Rostain, M.D.    (moderator)

Macdonald Ballroom C









Sociodemographic Factors, Temperament and Medcial Students Specialty Choice

Nutan Atre-Vaidya, M.D., 

Frederick S. Sierles, M.D., et al











Why Do/Don’t Asian American Medical Students Choose to Enter Psychiatry?

Wayne Nguyen, M.D.           

Francis Lu, M.D.











Measurement of an Attitude: Change in Student Self-Efficacy During the Clerkship

Paul D. Cox, M.D.

Martin H. Leamon, M.D.











Faculty-Peer and Student Review: An Examination Of the Quality of Faculty Instruction

Dennis P. McNeilly, Psy.D.   

Steven P. Wengel, M.D.











Effects of Major Curricular Change on Student Performance on the USMLE Shelf Exam

Donald L. Thompson, M.D.       

Sandra L. Dolan, Ph.D.










9:30 – 9:45 A.M.
Posters – Break  (repeat of Friday posters)



Macdonald Ballroom C









Patient Satisfaction When Medical Students      Are Involved in Patient Care

Tamara Gay, M.D.











Complications Associated with Surveying Medical Students About Depression 

Ruth Levine, M.D.,                 

Steven Lieberman, M.D., et al











A Novel Interviewing Course for the Psychiatry Clerkship

Catherine Birndorf, M.D.           

Angela Nuzzarello, M.D.











Attitudes and Beliefs About Medical Student Clerkship Failures by Clerkship Directors

Mary Jo Fitz-Gerald, M.D










9:45 – 10:45 A.M.
Plenary Session V: 

The Influence of Drug Companies on Medical Education: Causes for Concern and Strategies For Responding to the Changing Realities 

Amy C. Brodkey, M.D.             Frederick S. Sierles, M.D

Macdonald Ballroom C
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10:45 A.M. - noon
Workshop Session 2













Preceptors: Our Most Valuable Assets

Aurora J. Bennett, M.D.      Lesley M. Arnold, MD

Lombard Suite









Assessing Incompetence in Medical Students With a Focus on the Clerkships

Mary Jo Fitzgerald, M.D.       Mitchell Cohen, M.D.          Renate Rosenthal, Ph.D.          Myrl Manley, M.D.

Macdonald Ballroom C









A Curriculum on Rational and Ethical Interactions With the Pharmaceutical Industry and Selection of Pharmaceuticals

Amy C. Brodkey, M.D.     Frederick S. Sierles, M.D

Empress A









“Mini-OSCE’s:” A Model for Objectively Evaluating Skills and Knowledge in the Clerkship 

Brenda Roman, M.D.

Empress B









Special Interest Groups:






ADMSEP Webpage

Greg Briscoe, M.D.

Deerhurst Suite









Results of a Pre-clinical Behavioral Science Course Survey of U.S. Medical Schools

Darin D. Signorelli, M.D.

Empress C









Psychiatry-Neurology Integration

Carl Greiner, M.D.

Kananaskis Suite








12:00 – 1:00 P.M.
Business Meeting



Macdonald Ballroom C








1:00 – 2:30 P.M.
Council Meeting



Algonquin

ABSTRACTS

Plenary Session I

Friday, June 22

8:00 – 9:30 a.m.

Macdonald Ballroom C 
Plenary Session I

Confronting the Crisis of Medical Education

Moderator:  Phillip Freeman, MD

Presenters:

Anthony L. Rostain, MD, University of Pennsylvania School of Medicine

Carl Greiner, MD, University of Nebraska Medical Center

Ted Feldmann, MD, University of Louisville School of Medicine

H. Jonathan Polan, MD, Cornell University Weill Medical College

Overview
This plenary session was planned at the Oct. 2000 meeting of the ADMSEP Executive Council in response to our growing concern about drastic institutional changes taking place within academic medical centers that are negatively affecting the quality of medical education in the U.S.   Dr. Kenneth Ludmerer, author of Time to Heal: American Medical Education from the Turn of the Century to the Era of Managed Care was invited to address the meeting, initially agreed to come, but eventually cancelled his talk due to scheduling conflicts.  His landmark book, a critical analysis of the changes in medical education over the past century, will serve as an introduction to the session.  Two case examples of institutional changes affecting psychiatry education at the University of Louisville Medical School and at the University of Nebraska Medical Center will be presented.  The ADMSEP Task Force Position Statement regarding the growing crisis in medical education will be circulated, summarized and discussed.  Audience discussion will be solicited.

Historical Changes in US Medical Education:  

A Review of Kenneth Ludmerer’s Time to Heal
Anthony L. Rostain, MD

The current crisis in medical education represents a transformation in the historical role of academic medical centers from a public trust (based on a social contract to improve the health of all Americans) to a propietary system based on profitability (with a corporate rather than a non-profit model of health care services, research and teaching).  Dr. Ludmerer’s book provides a panoramic view of the first revolution in medical education that followed the publication of the Flexner report in 1910.  The report focused on “undergraduate medical education,” created a set of standards for laboratory (basic) science and bedside (clinical) instruction, and led to the dis-accreditation of proprietary medical schools in favor of university-based schools that were linked to teaching hospitals.  The funding for these new medical schools first came from charitable foundations and philanthropists, but soon came to include public subsidies.  The form and structure of medical education was largely determined by the medical profession itself, particularly academic physicians whose careers were focused on scientific research, education and clinical care (in that order).  The huge growth of public funding for academic medical centers (AMCs) following the Second World War was a boon to medical education insofar as it permitted faculties to grow in size (and their salaries to rise as well), hospitals to expand, and basic and clinical research to flourish.  These monumental changes were based upon a “social contract” between AMCs and the American 

people that defined “improvement in health care” as a fundamental mission.
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During the last quarter of the twentieth century, revenues from clinical care grew in significance relative to other sources of income for AMCs, from the expansion of university-based clinical services.  As the public and the corporate underwriters of health insurance began to grow concerned about the rising costs of medical care, cost containment strategies were introduced across the nation.  Serious financial problems began to confront AMCs.  Their responses to these challenges included the development of health systems and the expectation of greater clinical productivity from medical school faculty.  As market forces continued to drive down the reimbursement for clinical care (particularly for inpatient care) and with the shift of the population from indemnity insurance plans to HMOs and other managed care contracts, the economic status of AMCs continued to decline.  In response, even greater clinical demands were placed on faculty and broad new institutional arrangements were introduced: e.g. mergers and acquisitions of teaching hospitals, group practices, and medical schools (some by for-profit hospital chains).  In addition, pharmaceutical companies and other private enterprises have increased their influence on academic medicine. According to Ludmerer, this “second revolution” of medical education was characterized by “the erosion of the clinical learning environment, the diminishing of faculty scholarship, and the reemergence of a proprietary system of medical schools in which the faculties’ financial well-being was placed before education and research.”  

In the final pages of his book, Dr. Ludmerer challenges us to face this new century by re-dedicating ourselves to the core mission of medical education, and by re-establishing the social contract between medicine and society.  This requires us to exert leadership within our respective AMCs by enunciating a vision that holds academic medicine as a public trust, and by acting as advocates for education to improve the health and health care of all Americans.  

Hospital Closings:  The Nebraska Experience

Carl Greiner, MD

Goal:  DMSE will become more familiar with economic issues in her work environment

The Director of Medical Student Education (DSME) should be aware of the fragility of hospital funding and stresses.  Although we may have limited input into hospital policy, we can become better observers of important trends.  An impressive review by the Hunter group will be discussed; germane topics included the impact of Managed Medicaid, academic administrators’ difficulty with realistic budget planning, and overburdened hospital administrators with multiple reporting roles.  The risks of hospital closure will be discussed.  Recommendations for action will be explored.
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Effect of Funding Changes on Outpatient

Training Sites for Medical Students

Ted Feldmann, MD

The current environment for medical student education in psychiatry is one of uncertainty and concern.  Multiple factors are exerting an influence on our educational programs and the resources available to psychiatric educators.  The pressure on faculty and other clinical staff to generate clinical revenue is perhaps the single most troublesome aspect of the current environment.  All clinical sites within our departments are being asked to generate increasing amounts of clinical revenue to compensate for budget cutbacks within medical schools, changes in reimbursement rates from Medicare and Medicaid, and increased competition between medical schools and the private sector.

Outpatient training sites for medical students are particularly at risk during these uncertain economic times.  Although ambulatory care rotations in psychiatry have great appeal to medical students and present our specialty in a favorable light, there are many financial drawbacks to these sites that may influence department chairs to reconsider whether outpatient rotations are cost-effective ways of training medical students in psychiatry.  This presentation will focus on the problems and challenges of maintaining quality outpatient experiences for medical students in the current uncertain academic environment.

ADMSEP Task Force Position Statement Report

H. Jonathan Polan, MD

The decade long resource scarcity in medical education seems to have crossed a threshold to crisis proportions.  ADMSEP members have experienced acute adversity over the past year in the strains on their programs, the demands on their time, and even, in some cases, in implicit or explicit threats to their positions.  This talk will report and seek input on a draft of a position statement that grapples with what we as medical student educators want and need to combat the seemingly inexorable forces eroding our academic foundations.  

Poster Session

Friday, June 22

9:30 – 9:45 a.m.

Macdonald Ballroom C
Patient Satisfaction when Medical Students are Involved in Clinical Care:  A Multi-disciplinary Survey

Tamara L. Gay, MD

University of Michigan

Educational Goals and Objectives:  

1.
To present new data regarding patient satisfaction when medical students are involved in patient care; utilizing variables of specialty, and experience level of student.

2.
To examine teaching strategies and clinic procedures more closely, focusing on the interface between clinical and educational needs.

Abstract:

Patient satisfaction when medical students are involved in patient care is an important yet neglected area of study.  To date, some authors have reported on patient satisfaction by single discipline.   Black and Church (1998), surveyed psychiatric inpatients, King, et al (1992), measured attitudes of geriatric inpatients, and Magrane (1998) surveyed obstetrical patients following labor and delivery regarding their satisfaction when medical students were involved in their care.  During the 2000-2001 academic year, I will be leading a multi-disciplinary group conducting a pilot project at the University of Michigan.  We will survey patients at various ambulatory sites regarding their experiences with 3rd year medical students.  The survey occurs twice, once in November and again in May/June.  Unfortunately, May/June data is being collected too late for analysis and inclusion on this presentation.  Items pertaining to professionalism such as rapport, respect and general attitude will be included.  We will attempt to look at various aspects of how a student’s presence alters the health care encounter.

Two variables to be studied:

1.
Medical Specialty: Psychiatry vs. Pediatrics vs. Internal Medicine vs. Family Medicine

2.
Experience level of student: Early in 3rd year, (November), vs. later in 3rd year (May/June).

My collaborators for the project are fellow educators at the University of Michigan, 

Deborah E. Rich, Ph.D., Customer Satisfaction & Data Management, Kent Sheets, Ph.D., Family Medicine , Kenneth Pituch, M.D., Pediatrics, Cyril Grum, M.D., Internal Medicine.

References:

Black, A.E., Church, M. (1998). “Assessing medical student effectiveness from the psychiatric patient’s perspective: The Medical Student Interviewing Performance Questionnaire.” Medical Education, 32, 472-478.

King, D., Benbow, S.J., Lye, J.E., Lye, M. (1992).  “Attitudes of elderly patients to medical students.”  Medical Education, 26, 360-363.

Magrane D. (1998). “Obstetric Patients’ Assessment of Medical Students’ Role in Their Care.”  Journal of Medical Education, 63, 713-719.
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Complications Associated With Surveying Medical Students 

About Depression 

Ruth Levine, MD, Steven Lieberman, MD, James Hokanson, PhD, 

Gwendie Camp, PhD, and Ann Frye, PhD

The University of Texas Medical Branch, Galveston, Texas

Background: 

In 1998, we began to administer the Beck Depression Inventory (BDI) to medical students in order to compare depressed mood among students in a problem based, a hybrid, and a traditional curriculum.  Scores were much lower than expected, based on comparisons with similar studies. Focus groups were convened to ask students if they felt uncomfortable filling out the measure, and many students admitted to discomfort taking the BDI.  To obtain quantitative data regarding this discomfort, a survey was developed to assess the students’ opinions and feelings regarding this measure.  

Objective:

To determine the percentage of students who remembered taking the BDI, and the percentage of students who misrepresented themselves in their answers.  

To assess students’ concerns about responding to the BDI.

To determine some of the reasons students chose to misrepresent themselves in their answers.

Methods: 

A survey was developed and sent to all medical students in the classes of 2001 and 2002, first via mail, and then during sessions in which the students were filling out psychiatry clerkship evaluations (Class of 2002) or being oriented to their surgery rotation (Class of 2001). The survey was anonymous; students were specifically instructed to exclude names and identifying information.  Students were asked five questions regarding their recall of, opinions about, and feelings regarding filling out the BDI. Among the students who admitted to dishonesty, a checklist of four reasons was offered as possible explanations.

Results:

A total of 194 students out of approximately 400 returned the questionnaire, 58 from the class of 2001 (29% of the class) and 136 from the class of 2002  (68% of the class). 

There were no significant differences in responses between the two classes. 

Twenty-four students (12%) admitted to concern that there could be negative consequences for being fully frank and honest on the questionnaire.

Twenty-four students (12%) admitted to concern that they would be affected in a negative way if they skipped the questionnaire or turned it in blank.

Thirty-seven students (19%) admitted to at least one of these two concerns. 

Seventeen students (9%) denied being completely frank and honest when filling out the questionnaire, while eight students (4%) didn’t answer or “didn’t remember” in response to that question. The students’ responses  were divided among the available reasons for not being honest, with ten students (5%) checking “the information was private but I felt compelled to fill out something,”  six students (3%) checking “I feared the information would become part of my academic record,”  seven students (4%) checking “I was concerned that the information might stigmatize me," and 5 students (3%)checking “I did not want to complete the questionnaire next to my peers because this was a personal matter.”  

Conclusions: 

When administering a questionnaire measuring sensitive material, it is important to take into account the concerns students have the repercussions of their responses. The finding that 19% of the medical students who returned their surveys felt uncomfortable about filling out a particular questionnaire, and that 9% of the class misrepresented themselves, emphasizes the importance of measuring students in ways that allow for anonymity and privacy.   

Poster Session

Friday, June 22

9:30 – 9:45 a.m.

Macdonald Ballroom C
A Novel Interviewing Course for the Psychiatry Clerkship

Catherine Birndorf, MD and Angela Nuzzarello, MD

The ability to perform the psychiatric interview is one of the fundamental goals of a Psychiatry clerkship.  A novel interviewing course was designed for third year Psychiatric clerks at Northwestern University Medical School.  This study examines the outcome of this pilot course.

Students who had completed the Psychiatry clerkship were administered a questionnaire evaluating their patient interviewing experiences. Of the 219 respondents (74.7% response rate), 150 students had participated in the interviewing course and 69 had not (as the course was not available to them).  In comparing the two groups, statistically significant differences between students who had the course and those who had not were found.  Students who took the course 1) received more timely and helpful feedback, 2) had more opportunities to observe other students’ interviews, and 3) reported subjective improvement in skill and ability to develop a differential diagnosis as correlated with the number of times they received feedback and the number of times observing other students’ interviews.  Therefore, we feel a formal interviewing course, which incorporates observation as well as feedback, can be a vital part of the Psychiatry clerkship.

Poster Session

Friday, June 22

9:30 – 9:45 a.m.

Macdonald Ballroom C
Attitudes and Beliefs about Medical Student Clerkship Failures by Clerkship Directors 

Mary Jo Fitz-Gerald, MD and Barbara Manno, PhD

Student failures are one of the most difficult aspects of the clerkship 

director's job.  Yet, if there are definite standard for promotion, there 

should be resulting failures.  The authors sent a survey about attitudes 

toward clerkship grades, documentation standards for clerkship failures, and 

a variety of demographic data to a group of clerkship directors listed in 

the ADMSEP directory.  Results will be on display at the meeting.

 Workshop Session 1

Friday, June 22

9:45 – 11:00 a.m.

Macdonald Ballroom C
Clerkship Directors Workshop:  

Meeting Expectations—Our Students’, Our Institutions’, Our Own 

Mitchell J.M. Cohen, MD, Jefferson Medical College

Thomas W. Kuhn, MD, Wayne State School of Medicine

Learning Objectives:

1.
Review standards for responsibilities and support of Clerkship Directors as put forth in a recent position paper endorsed by ADMSEP

2.
Describe four major domains of activity of Clerkship Directors

3.
Develop new ideas for education, administration, and personal satisfaction within psychiatry clerkships

4.
List various forces that will affect clerkships and Clerkship Directors at personal, institutional, and national levels

This is the next stage of a Clerkship Directors’ process, initiated at ADMSEP two years ago.  In that first workshop clerkship directors (CDs) began to define expectations placed upon CDs and resources they needed to meet expectations.  We identified 4 core domains of CD activity: Leadership, Administration, Education, and Mentoring/Advising.  We formulated plans to develop educational content and tasks in each domain and assign time-weightings and other resource needs to each domain.  We convened a working group to follow through on these plans.  The first workshop set in motion a process which led to refinement of many of the original concepts and the writing of a position paper, endorsed by the ADMSEP Council.

In this year’s workshop we will present the current status of the domains of responsibilities, resource needs, and issues surrounding professional and personal growth for CDs, as they have been fleshed out since the first workshop.  We will present the “benchmarks” the process has produced in terms of responsibilities and resource needs in all domains, familiarizing attendees with the details and background of the “benchmarks.”  We will discuss strategies for moving our respective schools toward better understanding of CD responsibilities and provision of adequate support, in terms of the “benchmarks.”

The workshop will serve to check the current relevance of these issues in the lives of workshop attendees and update the concepts and specifics in the core domains.  Maintaining satisfaction, effectiveness and success in our careers will be an important discussion theme, as it was a major goal of the position paper.  Along these lines, the agenda will include broader discussion of topics of importance to CDs, from conceptual to management and oversight issues.  Topics will include clerkship teaching/evaluation strategies (e.g., PBL, uncued exams, OSCEs, etc.), issues in the current academic (e.g., mission-based budgeting, possible decrease in resident-teachers as foreign medical graduates become residency candidates), and LCME concerns (e.g., standardization of clerkship experiences across sites, demonstration of broad clinical exposure, including outpatient exposure, programs for faculty and resident development as teachers, etc.).  Attendees will be encouraged to introduce topics.

Attendees should leave the workshop with a clear understanding of our most current standards for CD performance and support, which should be helpful in protecting, if not expanding, their current support.  The workshop should also provide attendees an opportunity to share educational strategies, administrative insights, and career development wisdom at a time of great change in medical education.

Workshop Session 1
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9:45 – 11:00 a.m.

Lombard Suite
Student Evaluation of Pre-clinical Teaching:  

Methods and Applications 

Martin H. Leamon, MD and Laurie Fields, PhD

University of California, Davis

Goals and Objectives.

1. To have a clearer understanding of the potential uses of student evaluation of teaching effectiveness ratings, and of how these uses are affected by instrument design.

2. To increase knowledge of the psychometric issues involved in student evaluation of teaching effectiveness in multi-instructor courses.

3. To increase the ability to critically evaluate how such instruments are used in one’s own institution. 

Narrative Description.

Although almost 80% of North American medical schools use some form of (SETE), and many utilize them for faculty promotion, most of the research on such systems has been conducted in college undergraduate settings, and not in the medical school environment.  While there is active research in the utilization of SETEs in clinical clerkships, only a few studies have examined SETE in another common medical school setting – the departmentally taught multi-instructor pre-clinical course.  

The workshop will present an example of a brief SETE instrument developed for a multi-instructor second year introductory psychiatry course and describe its implementation and application in the course over a three year period.  

Participants will be actively encouraged to discuss the teaching evaluation systems at their own institutions.  Subsequent group discussion will focus on the psychometric properties of SETEs (internal consistency reliability, inter-rater reliability, factor structure and potential variance components), differences between summative and formative ratings of faculty performance, and pedagogical implications of instrument design and psychometrics.
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Empress B
How to Teach Everything About Psychiatry in Eight Clerkship Hours 

Eric Glassgold, MD

University of California, San Francisco 

Objective:

How can core clerkship learning objectives fit into a shortened psychiatry clerkship? As students spend fewer weeks on their psychiatry clerkship, finding the right balance between hands-on clinical time and didactic teaching in a compressed clerkship becomes a greater challenge. The UCSF Psychiatry Clerkship at Langley Porter Psychiatric Hospital and Clinics is piloting a newly created approach to this balancing act by consolidating three separate conferences (18 didactic hours over six weeks) into a new case based integrated conference called the Everything Conference (8 hours over four weeks).  Like anything that claims to be 'everything', this curriculum makes many promises and delivers on some.  We will discuss this conference’s strengths and weaknesses and propose that ‘objective’ evaluation is sometimes, if not often, in the eye of the beholder.    

Educational Goals: 

The participant will:

· Consider dilemmas of curriculum planning in a 'compressed curriculum', and apply these to fit contexts in the participant's home institution while weighing interests of

· expert versus non-expert teachers, 

· residents versus faculty, l

· learners versus teacher, and 

· breadth versus depth coverage of major topics

· Review the medical students' learning objectives of the conference

· Participate in a model class teaching the mental status exam and differential diagnosis

· Review and give feedback about class materials that support running the conference and examples of student work  

· Learn about the successes and failures of the new conference

Description:

Once weekly during the four-week psychiatry clerkship, all students (3-5 students per rotation) meet for a two hour learning session with one faculty and one senior psychiatry resident. This is the only core conference offered to the students, and replaces a number of previous separate conferences on psychopathology, psychopharmacology, formulation and problem solving. This minimizes the time 

(continued on next page)

How to Teach Everything about Psychiatry in Eight Clerkship Hours 

(continued)

required away from the students’ core clinical service activities, and complements the usual team-based teaching and work rounds. 

The conference is based on the presentation and discussion of two cases per day. During the first week, the cases are fictional, one is a video clip from a commercial movie, and the other is a 2-3 page short story. In subsequent weeks, the cases are from the student’s actual clinical services.

The teaching objectives of this sole, required, classroom-based activity, are for students to:

1. Learn the basics of formulation, mental status exam, differential diagnosis and treatment modalities. 

2. Each give at least one oral case presentation and receive feedback on the presentation.

3. Report back to the conference, weekly, with a brief report including a one page handout on a topic selected from the previous week.

4. Actively participate in discussions, generating questions and providing new information based on knowledge learned in clinical settings and learned through independent study/reading.

A list of learning topics is posted during the class as a visual reminder of what learning objectives have been met and which need to be covered by the end of the last session. The list includes:

· Oral Case Presentation Skills (each student presents a case at least once)

· Formulation model (biopsychosocial)

· Formulation model (psychodynamic)

· Mental Status Exam

· Psychotic syndromes and disorders

· Mood syndromes and disorders

· Anxiety syndromes and disorders

· Substance use disorders

· Cognitive disorders

· Personality disorders

· Antidepressants

· Anxiolytics

· Antipsychotics

· Mood stabilizers

· Dynamic psychotherapy

· Cognitive behavioral therapy

· Group therapy modalities
Workshop Session 1

Friday, June 22

9:45 – 11:00 a.m.

Deerhurst Suite
How to Chair a Medical School Committee

Frederick S. Sierles, MD

Finch University of Health Sciences/The Chicago Medical School

Objective:  Given a problem faced, or a goal set, by a committee chair (or committee member), participants will suggest a solution or strategy.

Introduction:  Many of us directors have opportunities—or obligations—to chair medical school or department committees, and probably all of us directors are members of medical school or department committees.  Yet, little literature exists on how to chair a medical school or department committee.

Method:  Akin to my presentation last year on survey research, at the start of the workshop, I will solicit from participants several committee-related vignettes for discussion in the workshop.  I will give a 20-30 minute power point presentation on how to chair a committee and then participants will propose solutions to the problems presented in the vignettes.

Rules of Thumb:  

1. Don’t be the Lone Ranger.  Don’t raise your expectations beyond what your school genuinely wants.  

2. If you have been appointed committee chair, and chairing the committee fits your career needs or obligations, meet whomever appointed you (e.g., the dean, the chair) promptly, ask what he or she wants you to accomplish, and make that your goal. 
3. To the extent that you can select committee members, the ideal membership consists of a) enthusiastic altruistic persons who will be willing to participate in committee tasks (e.g., to chair ad hoc subcommittees, to interview candidates), b) at least several women—and men, c) a majority of persons who share your—and your appointer’s—biases (e.g., if you are an educational “liberal,” you want a majority of members who are liberal), and c) a minority of persons from the loyal opposition (i.e., those who don’t share your biases but will oppose your positions respectfully).  Avoid persons who a) talk nonsequitively, b) perseverate or, most importantly, make rude, angry ad hominem comments.
4. Influence each meeting’s outcome before the meeting occurs.  Don’t be sandbagged or surprised by a vote or the contents of a discussion.  To the extent that a vote for your side is crucial, lobby for it in advance, face-to-face or by phone.

(continued on next page)
How to Chair a Medical School Committee

(continued)
5. In many ways, running committee meetings resembles leading group psychotherapy sessions.  Similarities include establishing the schedule and reserving space well in advance, establishing that you are in charge, being the timekeeper and gatekeeper, keeping the meeting orderly, introducing new members to the group, respecting each member’s opinion, avoiding ad hominem statements, preventing or immediately stopping angry disagreements, positively reinforcing laudable efforts, and following up on unresolved crises.  

6. The only rules of parliamentary procedure you need to know are a) Someone makes a motion, someone seconds it, there is discussion, there is  a vote and the majority wins; b) motions to adjourn trump motions to call the question which trump motions to table the discussion, which trump all other motions.  Knowing more than this suggests that you don’t spend enough time on your day job.  

7. If possible, have an administrative assistant be the scribe.  Appreciate that most committee members do not read the minutes.   

8. For standing committee meetings, meet regularly but infrequently.  For ad hoc committee meetings on a pivotal subject, meet often.  Committee meetings follow a law of diminishing returns. 

9. Periodically, comment briefly about positions that you value, so that when major decisions are made on the topic, when you argue for this position others will perceive that you have been consistent and persistent.

10. As for dreams, the manifest content of committee meetings is less important than the latent content.  Becoming acquainted with fellow faculty, providing service to the school, and having a good time usually outweigh, in the short or long run, the content of discussions. 

Discussion of Participant Vignettes

Workshop Session 1

Friday, June 22

9:45 – 11:00 a.m.

Empress A
Applying the “One-Minute Preceptor” to the Psychiatry Clerkship

Steven P. Wengel, MD and Dennis P. McNeilly, PsyD

University of Nebraska

Goals and objectives for the workshop:

After participating in this workshop, attendees will be able to:

1. Discuss challenges of providing high-quality clinical teaching in a time-efficient way

2. Describe the five ‘microskills’ which comprise the One-Minute Preceptor model

3. Apply the five microskills in simulated encounters with students in the workshop

Abstract: 

Clinical teaching during the third year of medical school is faced with many challenges, not the least of which is increasing demand on faculty time for direct patient care.  This leaves less time for one-on-one teaching during rounds on an inpatient service, or while participating in an ambulatory clinic.  Finding ways to efficiently conduct good teaching is especially important with these constraints and pressures.  Other obstacles to good teaching include a tendency on the part of faculty to lecture, providing inadequate feedback to students, having unclear expectations of students on clinical services, and allowing students to “bluff” their way through encounters with faculty.

To address these concerns, faculty development to improve teaching skills is important.  The use of “teaching scripts” which model good teaching can be helpful.  A very useful set of tools is the “Five-Step Microskills” model by Neher and colleagues.  Coined “The One-Minute Preceptor” by Gordon and Meyers, this model helps faculty “diagnose” students’ existing knowledge and then systematically engage them in a productive way which places the responsibility for learning on the students.  With a fairly brief introduction and practice, this set of skills can be successfully applied to medical student rotating on a psychiatric clerkship.

The “One-Minute Preceptor” model instructs us to: 1) get a commitment from the student; 2) probe for supporting evidence; 3) teach general rules; 4) reinforce what was right; and 5) correct mistakes.  While these “microskills” were developed with an ambulatory primary care setting in mind, they can be productively applied to both inpatient and outpatient psychiatric settings.  During the workshop, participants will have the opportunity to rehearse each of these skills using role playing exercises developed to teach psychiatric educators this model.

Reference:
Neher JO, Gordon KA, Meyer B, Stevens N.  A five-step “microskills” model of clinical teaching. J Am Board Fam Pract 1992; 5:419-24

Workshop Session 1

Friday, June 22

9:45 – 11:00 a.m.

Kananaskis Suite
Cultural Competence in Medical Student Education:  An Update

Francis Lu, MD and Charles Ndlela, MD

University of California, San Francisco

Educational Objectives: 

1) To update participants on changes in accreditation standards and national developments in cultural competence in medical student education.

2) To demonstrate through a case-based example how a psychiatric clerkship can teach about cultural competence.

Description:

This workshop will update participants about national developments in cultural competence in medical student education: 

1) The LCME added a cultural diversity standard in February 2000.

2) The AAMC issued a Task Force Report on Spirituality, Culture and End of Life Care in October 1999 to provide guidance to medical schools about teaching in these areas.

3) Cultural competence teaching is now reported in 86% of U.S. medical schools (Flores G, 2000).

4) RRC accreditation standards for Psychiatry Residency Training starting January 2001 include added sections on cultural competence.

In the second part of the workshop, a method of case-based teaching about cultural competence for MS-3 students in the psychiatry clerkship will be demonstrated.  This is based on work at UCSF/SFGH based on the DSM-IV Outline for Cultural Formulation.


Special Interest Group

Friday, June 22

9:45 – 11:00 a.m.

Empress C
Managing Difficult Medical Student Issues

Brenda Roman, MD and Jonathan Polan, MD

Educational Goals and Objectives

By conclusion of this special interest group, participants will:

1) Share common concerns about difficult medical students.

2) Share possible resolutions of difficult medical student issues.

3) Explore the possibility of research in this area of medical student education.

Abstract

Professionalism in medicine has become a "hot topic" in recent years, with medical schools being faced with ethical issues regarding medical student education, ranging from falsification of medical records, disrespect to attendings and medical staff, unreliability, inability to accept responsibility for errors and even arrogance.  The literature will be reviewed regarding the detection of unprofessional behavior of medical students.  Then a strategy for remediation will be shared.  Lastly, the participants will share their own experiences and we'll brainstorm about the possibility of research in this area.

Plenary Session II

Friday, June 22

11:00 a.m. – 12:15 p.m.

Macdonald Ballroom C
Plenary Session II

“Should Psychiatry and Neurology Clerkships be Integrated?

If so, How?”  --  The Great Debate

Moderator:
Jonathan Polan, MD

Pro:

Paul D. Cox, MD, University of California, Davis School of Medicine

          
G. Scott Waterman, MD, University of Vermont College of Medicine
Con: 

E. Cabrina Campbell, MD, University of Pennsylvania School of Medicine

                     
Michael Schwartz, MD, Tufts University

Pro:  G. Scott Waterman, MD

The recent history of undergraduate medical education has witnessed a move toward teaching that crosses traditional disciplinary boundaries, as the database of medicine becomes progressively less organized according to the conventional categories.  Thus, for example, modern curricula may replace courses in biochemistry and histology with a multidisciplinary approach to cell biology.  Directors of the clinical clerkships have been slower to embrace such innovations, although the same rationale may be applied to support greater integration.  That is particularly the case with the specialties of psychiatry and neurology, whose separation both reflects and fosters a set of misconceptions that are incongruent with modern thinking and are antithetical to the goal of educating scientific and humanistic physicians. 

As my poster presentation at last year’s ADMSEP meeting demonstrated, a majority of medical students entering the Introduction to Psychopathology course at the University of Vermont College of Medicine have opinions about the relation of mind to body that are dualist in nature.  Those fallacies – which are likely shared by other medical students, as well as physicians – have wide-ranging conceptual and practical consequences.  Among them are irrational approaches to the classification, etiology, differential diagnosis, and differential therapeutics of disease; stigmatization of patients with psychiatric disorders; and an unfair distribution of resources, with psychiatry and psychiatric patients as the losers.  Any change in medical education that may produce physicians whose attitudes are both more congruent with modern scientific understanding and more congenial to the interests of our patients is to be welcomed.  Fears that the unique perspectives and skills that psychiatrists have to offer would be compromised if integration with neurology were to occur are misplaced.  The complementarity of our perspectives and skills with those of our neurology colleagues promises to provide students with a more complete, valid, and useful way of conceptualizing, diagnosing, and treating psychiatric and neurological illnesses than either of our disciplines can provide alone.

Con:  Michael Schwartz, MD
Stay away from mergers!  You have been warned!

Psychiatry and neurology do share the brain as their ‘organ’ and ‘neuroscience’ as their biological basis.  If biological reductionism were the basis of medical practice, than it would be reasonable and progressive for these two disciplines to share a single clerkship – indeed it would be reasonable for these two disciplines to merge.  However, for the last half century, it has become increasingly clear that biological reductionism is a totally inadequate foundation for any medical specialty  -- more so – precisely what is WRONG with so much of medical practice is the over-reliance on biological reductionism!

Apart from biological reductionism, neurology and psychiatry have little in common.  Psychiatrists are primarily interested in problematic behaviors and experiences, while neurologists are primarily interested in problems relating to sensation, movement, and pain.  Of course there is also overlap, both groups are interested in disorders of consciousness, for example; but even here, the perspectives are discipline specific.  Furthermore, Aristotle, the father of Western categorical thinking, already clarified that overlapping boundaries between two natural categories is the rule not the exception and is never a basis for combining the two.

Apart from rhetoric about ‘the medical model’ [usually incorrectly conceived of as the biomedical model] and ‘the need for psychiatrists to be like other doctors’, the different interests of most psychiatrists and most neurologists are obvious to everyone. Psychiatrists have their own interests and skills which are a necessary part of the family of medical skills and which require special training and emphasis.  We should assert them, defend them, and vigilantly stay away from mergers.  Our patients deserve no less!

Pro:

Paul D. Cox, MD

Curricular reform of the clinical years is already occurring in many medical schools.  Between the information explosion in medicine and a growing emphasis on contextual factors in learning, some sort of clerkship reform seems inevitable.  At best, schools are shifting from content-focused rotations in traditional disciplines to mastery-focused experiences emphasizing general medical skills, which now often includes information management.  Psychiatric educators must find ways to participate in this change-process as early as possible. However, that does not mean that we should gratuitously give up clerkship time or control. 

Educators should insist that curricular reform in the clinical years be thorough and principle-based.  Thorough means that the teaching faculty of all departments participate in establishing and meeting new expectations.  From such sweeping change should flow new courses and opportunities for psychiatry to lead or co-lead.  Curricular reform that cuts time from only one or two clerkships is not acceptable. New initiatives must also be appropriately funded.   Establishing a coherent set of new principles to guide changes in the clinical years requires thinking creatively and collaboratively.  In preparation, we must reflect on our values and try to anticipate how we might best contribute to the new curriculum.  Discussions of strategic planning should take place in small groups at our home institutions as well as at national meetings. We should redouble our efforts at establishing working relationships with other departments particularly neurology, internal medicine, and family practice.  We must think outside of the box and examine underlying assumptions such as 1) losing time or control in the clerkship is always a disaster and 2) one must always have a “full seat” at the table.  Educational reform is never easy, but the results can be rewarding.

Con:  E. Cabrina Campbell, MD

The purpose of this presentation is to add a practical experience to the opposition of integrating psychiatry and neurology.  At the University of Pennsylvania after much preparation, Curriculum 2000 has been initiated.  As a part of this, the clerkships are made into blocks.  There are four blocks and each block is twelve weeks long.  The groupings are as follows:  internal medicine and family medicine; surgery, anesthesiology, and emergency medicine; pediatrics and obstectrics-gynecology; psychiatry, neurology, ophthalmology, orthopedics, and otorhinolarngology.  Under this model, the psychiatry clerkship expanded from four weeks to six weeks.  Neurology became a required three-week clerkship and ophthalmology, orthopedics, and otorhinolargology remain one week each.

We attempted integration of lectures, case-base learning, and student presentations over the course of the twelve-week block.  This required a tremendous amount of faculty time and heavy involvement from the departments of psychiatry and neurology since these were the only course directors of this block that met to organize this schedule.  Students were overwhelmed with the experience of trying to incorporate complex information when they had not digested the core base knowledge of each specialty.  This was born out when the psychiatry clerkship was rated less favorably during the integration than it did both prior to curriculum 2000 and after we dissolved the integration.  That data was influential in determining that “together was not equal”.

Plenary Session III

Friday, June 22

1:15 – 2:45 p.m.

Macdonald Ballroom C
Integration or Disintegration?  

The Psychiatry Clerkship During the Medicine and Pediatrics Clerkships at Case Western Reserve University  

Kathleen A. Clegg, MD

Case Western Reserve University

Objectives:  Workshop attendee will be able to:

1. Articulate the advantages and disadvantages of integrating portions of the psychiatry clerkship into the Medicine and Pediatrics clerkships

2. Compare and contrast experiences at own institution with the CWRU experience

3. List three direct and three indirect measures of clerkship success

Narrative:


The Psychiatry clerkship at Case Western Reserve University has undergone significant change in the past year.  First, the overall length of the clerkship was shortened from 8 weeks to 6 weeks.  Secondly, the clerkship was divided into three distinct blocks that span the third year of medical school.  The blocks consist of:

a. A four week block of psychiatry, primarily in-patient, but consult-liaison at one site

b. A one week block of psychiatry occurring during the Ambulatory Medicine month, varying by site, either ambulatory or Consult-liaison

c. A one week block of child psychiatry occurring during the Pediatrics clerkship

Advantages of this arrangement relate to opportunities for integration of psychiatry into the primary care setting.  Theoretically, the integration of psychiatry didactics and clinical experiences into the medicine and pediatrics clerkships allows students to consider psychiatric symptoms, diagnoses and treatment in the context of evaluating primary care patients, and obvious advantage given the prevalence of psychiatric illness seen in the primary care setting.  The psychiatry month is also now ‘back to back’ with the neurology clerkship, offering the potential for collaboration between these related fields.  

Disadvantages of this arrangement relate to a fragmentation or disintegration of the psychiatry clerkship.  Students and faculty are concerned that the four week block is too short to cover the basic concepts in psychiatry and that the one week blocks are more observational than experiential in nature.  While students may be exposed to a greater breadth of psychiatric diagnoses and treatment modalities, they are not ‘in the driver’s seat’ during these brief experiences.

Over the course of this first year, a number of factors or ‘measures of success’, of the psychiatry clerkship are under study.  Direct measures include the students’ scores on the National Board of Medical Examiners Psychiatry shelf examination, the number of students receiving Honors in the clerkship and the student’s clinical evaluations for the clerkship.  Indirect measures include the number of students choosing to pursue a residency in psychiatry, the students’ performance in the psychiatry stations in the Medicine OSCE and students’ written evaluation of the clerkship.  Preliminary data in these areas will be presented at the June 2001 meeting.  How to evaluate the larger issue of measuring students’ competence in addressing psychiatric symptoms and caring for psychiatric patients will also be discussed.

Plenary Session III

Friday, June 22

1:15 – 2:45 p.m.

Macdonald Ballroom C
Learning Blocks

A New Didactic Format for the Clerkship Lecture Series  

David Schilling, MD

Loyola University Medical Center

Educational Objectives:

This presentation will discuss:

4. The ideas behind a Learning Block 

5. The structure and organization of a Learning Block

6. Medical student response to Learning Blocks

Abstract:

The clerkship director faces a number of challenges in overseeing the traditional clerkship lecture series. These challenges tend to be in two general areas.

1. Lecture scheduling 

2. Quality improvement of individual lectures

After becoming the psychiatry clerkship director at Loyola, work began on addressing the lecture series’ scheduling and quality improvement problems. This attempt failed.  

The format and structure of the traditional lecture series and its problems were further examined. Multiple problems were identified and possible solutions pondered.  Superior lectures and presentations were identified and scrutinized.  Finally, it was decided to reorganize the clerkship’s lecture series around learning blocks. 

A Learning Block covers a major “core” area in psychiatry.  Coverage of a core area focuses on the diagnosis, the differential diagnosis, and treatment.  Three components are central to the Learning Block. 

1. Prepared readings for the learning block; the readings and the lectures mutually re-enforce the other.

2. Creative use of video in the identification of signs and symptoms of psychiatric illness.  Video use also humanizes psychiatric illness.

3. End of session use of small group (4-6 students) discussion around a case to both encourage active learning and to recap and review the various objectives of the learning block.

Learning blocks were developed by the clerkship director and by selected faculty in collaboration with the clerkship director.  

Medical student feedback about individual Learning Blocks as well as student post clerkship rating of the overall clerkship lecture series will be discussed.

Plenary Session III

Friday, June 22

1:15 – 2:45 p.m.

Macdonald Ballroom C
Implementation of a Medical Education Elective for Senior Psychiatry Residents:  A Pilot Project

Maria Isabel Lapid, MD and Lois Elaine Krahn, MD

Mayo Clinic and Foundation, Rochester, Minnesota

Abstract

Residents are routinely involved in clinical teaching but they are rarely formally taught how to teach.  There is limited published information on how to prepare residents as future medical educators, or how they may be involved in the medical school curriculum. 

A survey was sent out to Psychiatry residents at our institution to assess their attitudes regarding teaching. In general, the residents responded that they enjoyed teaching and anticipated this would be a responsibility in a future academic position.  Overall however, they desired more teaching opportunity in either small or large group sessions. In response to this survey, a medical student education elective was developed to meet residents' academic need for more teaching opportunity. One PGY IV resident opted for involvement in the "MMS II Introduction to Psychopathology", a 3-week course designed to introduce medical students to basic knowledge in Psychiatry and improve their patient interviewing skills.  The resident's role included many activities: course design; course implementation; writing self-assessment questions; presenting these to the class daily; preparing student examination questions; utilizing WebCT as an educational tool; co-facilitating small group didactics; recruiting patients daily for student interviews; training actors as standardized patients; and assisting in post-course evaluation.

In the post-course evaluation of the elective, the resident gained invaluable experience not only in teaching Psychiatry to medical students but also in the administrative aspects of medical student education. There is a great potential for Psychiatry residents to further enhance teaching available to medical students through incorporation of imaginative, innovative, and interactive teaching modalities. The future challenge is to sustain the medical student education elective over time and develop methods to evaluate the residents' teaching performance.
Plenary Session III

Friday, June 22

1:15 – 2:45 p.m.

Macdonald Ballroom C
Clinical Exposure During the Preclinical Years:  Novel Strategies

Janis L. Cutler, MD

Columbia University

Educational goals and objectives:  To be informed about a wide variety of options outside of the traditional medical school setting available to provide first and second year medical students with clinical exposure in psychiatry 

Narrative description:  A number of factors - shortened lengths of stays, more severe psychopathology in hospitalized psychiatric patients, and overworked staffs - has made it increasingly difficult to recruit inpatients for medical student interviews during the introduction to psychiatry course offered during the preclinical years. Efforts to widen the patient population from which we recruited resulted in an unexpectedly enthusiastic response from and a subsequent mutually satisfying collaboration with two very different organizations, NAMI and Fountain House, which will be described. Course directors in need of patients tend to feel that they are merely asking for favors. Audience members will be encouraged to consider the benefits that they have to offer to such organizations (e.g. exposure to future physicians), as well as the advantages of having students see aspects of the field not usually observed in an academic hospital setting.

Plenary Session IV

Saturday, June 23

8:00 – 9:30 a.m.

Macdonald Ballroom C
Sociodemographic Factors, Temperament and Medical Students Specialty Choice

Nutan Atre-Vaidya, MD, Michael Raida, Faris Fakhoury, 

Jordan Greenberg, Frederck S. Sierles, MD

Finch University of Health Sciences/The Chicago Medical School

Objective:  A good match between a medical student with his or her specialty choice should lead to a more productive career.  Over 100 variables affect career selection among medical specialties.  These variables include sociodemographic factors, personal experiences before and during medical school, characteristics of each specialty, and medical student personality traits.  The purpose of this study was to assess interactions among many of these variables.

Method:  We distributed questionnaires to 318 senior medical students at a private medical school.  For each respondent, we ascertained specialty preference and data about sociodemographic characteristics, class standing and perceptions of factors influencing specialty preference, and administered a personality trait inventory.  Specialty choices were characterized as procedure-oriented, primary care oriented or support-service oriented. After signing an informed consent, students received a demographic survey and "The Temperament and Character Inventory (TCI)."  The survey is a short questionnaire (about five minutes to complete) designed by the authors of this study, and includes questions such as age, gender, ethnicity, choice of specialty and USMLE scores.  The TCI is a 240 item (true/false format) self-report with yes or no responses.  We analyzed the results by analysis of variances and regression analyses using the SPSS system.

Results:  232 students (68%), a representative sample of two fourth year classes, responded and 158 (49.9%) finished the TCI. Trichotomizing specialties into procedure-oriented, primary care and others, we found significant differences for some variables.  Students choosing procedural specialties were more apt to identify the intensity of the specialty influential, and students selecting primary care specialties were more likely to list the doctor-patient relationship as influential, those entering other specialties were more apt to identify reasonable hours as affecting their choice. Students choosing procedural specialty were higher in TCI’s novelty seeking dimension than the other two groups and student choosing primary care specialty were higher on reward dependence, those choosing other specialties were lower on selfdirectedness.

Conclusions:  These findings are all in the directions predicted by the career choice literature and a logical synchrony between actual characteristics of the specialty and factors causing students to choose it. Procedural specialties are more intense, and primary care specialties do focus on the doctor-patient relationship and other specialties do allow for more reasonable.  The TCI findings, which represent individual temperament, are consistent with the sociodemographic factors identified by the students.
Plenary Session IV

Saturday, June 23

8:00 – 9:30 a.m.

Macdonald Ballroom C
Why Do/Don’t Asian Medical Students Enter Psychiatry?

Wayne Nguyen, MD and Francis Lu, MD

University of California, San Francisco

Asian medical students from U.S. medical school do not enter psychiatry at the same rate in comparison to other specialties.  It's unclear to what those reasons are.   Different cultural issues may play a role in addition to the usual reasons that medical students choose a specialty.  We will discuss:

1. Cultural issues that may affect students' choice.

2. Possible reasons why this is occurring from an informal survey of Asian psychiatry and primary care residents

3. Ways that school/clerkship director can encourage and support students.

Dr. Francis Lu will review the data from ACGME and APA

Drs. Wayne Nguyen and Francis Lu will discuss possible obstacles and solutions.

Questions and audience input will be encouraged.

Plenary Session IV

Saturday, June 23

8:00 – 9:30 a.m.

Macdonald Ballroom C
Measurement of an Attitude:  Change in Student Self-efficacy During the Clerkship

Paul D. Cox, MD and Martin H. Leamon, MD

University of California, Davis School of Medicine

Educational Goals and Objectives:

1) Provide an overview of the Self-efficacy construct 

2) Briefly discuss the potential of this construct to assist in evaluations of curriculum innovations

Narrative Description:

The role of assessing changes in student’s attitudes in response to educational interventions is rarely addressed.  Student’s self-efficacy (SE) is a well-studied psychological construct that Bandura and others have shown predicts persistence of effort to master new behaviors.  Although demonstrated in many other spheres of behavior and education, this construct is rarely applied to psychiatric education.  Does the clerkship change SE in the domain of providing mental health care? The proposed study measures SE pre and post clerkship and considers its potential role as part of an explanatory framework as to why medical students who seem competent at the end of the clerkship fail to demonstrate commensurate levels of competence as fully trained physicians.  Measuring SE in groups of medical students may help assess educational interventions aimed at improving the performance of primary care doctors in the domain of providing care in mental health.  

BACKGROUND

Our ability to evaluate educational innovations is too limited. Traditionally, we compile students’ evaluations to confirm the efficacy of our teaching innovations.  We most often use quantitative measurements of knowledge and also rely on qualitative preceptor evaluations of skill, competence and attitude.  Exams measuring knowledge are well studied and widely used, for example the NBME.  Preceptor evaluations are notorious for their variability in usefulness.  Despite growing recognition that medical education must include competencies, attitudes, and skills in addition to knowledge (C.A.S.K.), we still lack ways to evaluate non-knowledge components.  More discriminating measures would assist us in improving medical education.  

There are already several successful efforts to refine student and curriculum evaluation, for example Clinical Performance Exams (CPXs) using Standardized 

(continued on next page)

Change in Student Self-efficacy During the Clerkship

(continued)
Patients test student skill and competency at graduation.  OSCEs are also used but focus on limited tests of competency.  Attitude is only addressed by the clinical preceptor’s evaluation.  Even then, it’s rarely, if ever, defined.  Attitude is an inadequately addressed learning goal in the evaluation of educational interventions.   Ironically, it may also be one of the most important in determining the ultimate competence of the physician in mid-career.  Knowledge changes, skills deteriorate, but attitude largely determines whether we pursue new knowledge or maintain our skills.  The attitude construct, self-efficacy, in large part determines what kind of new knowledge we pursue and which skills we maintain.

As described by the psychologist Albert Bandura, PhD, self-efficacy (SE) is an attitude that robustly predicts maintenance of new behaviors in the domain where SE is measured.  SE is a complex construct that embodies the degree to which an individual believes that he or she can become effective in a given activity.  To the extent that attitudes are similar to beliefs, self-efficacy is an attitude delineating one’s degree of optimism about becoming competent in a given domain. 

Bandura is well known for his work on social learning theory and later social cognitive theory.  His efforts include demonstrating the importance of vicarious learning and delineating some of the important parameters that enhance observational learning.  He also developed the concept reciprocal determinism. This notion emphasizes that the learner’s executive capacity, behavior, and environment all influence each other.  For much of the 1990’s, Bandura focused on delineating how the following three activities form a loop: processing experience, making choices, and changing their environments.  The dynamics of this loop are largely determined by the construct self-efficacy.  

Self-efficacy is potentially the initiator of a positive feedback loop.  If you believe that you might succeed, then you are more likely to try.  When reinforced by success, you try harder.  The end result is steady improvement. The key is developing an adequate sense of self-efficacy. One can only attain competence through continued practice.  

As educators, we want to put students on a long-term trajectory that leads to competence if not expertise.  Sites and educational approaches that increase self-efficacy in treating mental illness are essential.  We can not teach medical students everything that they need to know in medical school, but we can teach them where to look and perhaps more importantly that their looking is worth while.  

Plenary Session IV
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Macdonald Ballroom C

Faculty-Peer and Student Review:  An Examination of the Quality of Faculty Instruction

Dennis P. McNeilly, PsyD and Steven P. Wengel, MD

University of Nebraska

This presentation will present the results from a study of faculty instruction at the University of Nebraska Medial Center.  The study examined the process of evaluation when clinical faculty lectures were evaluated by self, student and faculty-peers.  The study was also undertaken to provide UNMC Department of Psychiatry a potential program for faculty-peer review of teaching and laid the groundwork for ongoing faculty instructional development.  A total of thirteen faculty lectures, six faculty-peer reviewers, and 218 second year medical students were included in this study.  Faculty lectures, students and peer-faculty each completed a lecture evaluation form for each of the twenty-three hours of lecture in the Department of Psychiatry’s second year medical student core behavioral science course. Pre-lecture and post-lecture evaluations were completed by each faculty lecturer, and post-lecture evaluations were completed by students.  Faculty-peer evaluations were completed for each faculty lecture via a videotape of each lecture.  Analysis of the evaluation data made comparisons between the three groups of evaluators.  Results of the study highlighted the differences among the three groups’ evaluations of teaching quality.  The results also provided, for the first time, the UNMC Department of Psychiatry faculty an experience of peer-review teaching evaluations within a non-threatening context.  The implications of this study highlight a formal process for faculty-peer review of teaching that is applicable for many departments of psychiatry and schools of medicine.

Educational Goals:
1. To increase awareness of the advantages and disadvantages resulting from individual psychiatry faculty self evaluations, medical student evaluations and peer-faculty evaluations of the teaching quality and style of a psychiatry faculty.

2. To increase knowledge of the practical process involved in developing a faculty-peer review process that can be accepted by individual faculty members’ as well as fulfill the needs of psychiatry departments seeking to develop a program for faculty-peer review.

Objectives:  By the end of this presentation, participants will:

1. Be aware of the authors’ experience and the relative value of teaching evaluations and assessments obtained from faculty members, medical students and peer-faculty. 

2. Be able to describe the advantages and drawbacks of using an individual faculty vs. students vs. faculty-peer evaluations of psychiatry faculty teaching.

3. Be able to identify and extract a potentially useful process and program for faculty-peer review that could be adapted for departments of psychiatry seeking to examine or develop additional programs for faculty evaluation and development.
Plenary Session IV

Saturday, June 23

8:00 – 9:30 a.m.

Macdonald Ballroom C
Effects of Major Curricular Change on Student Performance on the Psychiatry Subject Examination of the USMLE II

Donald L. Thompson, MD and Sandra L. Dolan, PhD

Background:  In August of 1994, the University of Maryland School of Medicine began implementation of a new curriculum that markedly changed the philosophy and methods of teaching. Upon matriculation in 1994, the class of 1998 saw the new curriculum unfold in each successive year of their training. Integrated “systems” based courses replaced the traditional departmentally based courses such as Anatomy and Physiology in the pre-clinical years. Didactic lectures were reduced to less than half their previous number. A combination of clinically oriented small group sessions and a weekly problem based learning curriculum were also introduced. In the clinical years, the major changes were the creation of a 4-week Family Practice clerkship, a half-day/week longitudinal primary care rotation and the merger of the Psychiatry and Neurology clerkships into a combined eight-week clerkship. The combined Psychiatry/Neurology clerkship replaced a 6-week Psychiatry clerkship and a 4-week Neurology clerkship. Despite this combination, both clerkships maintained an independent evaluation process with separate grades submitted to the Office of Student Affairs. The Department of Psychiatry began utilizing the USMLE II Psychiatry subject examination as an end of clerkship exam in 1995 with the last class (of 1997) to experience the “old” curriculum. This means of objective evaluation of acquisition of clinical knowledge remained the primary examination in the “new” curriculum as well. A net result of the curricular change was the reduction of required time spent in clinical psychiatry by greater than 33%. 

Methods: The classes of 1997, 1998, 1999 and 2000 were selected for comparison. Each class has between 140-150 students. The classes were demographically compared with respect to age, gender and race, timing of clerkship within the junior year and science/non-science major in undergraduate education. Further comparisons included MCAT score, USMLE step 1 score, Behavioral science sub-test score for USMLE step 1, overall Psychiatry clerkship grade and the USMLE II Psychiatry subject test score. The features and results from the class of 1997 are compared to each of the first three years of the new curriculum.

Objectives:  

1. To understand the effects of a major reduction of required clinical time in psychiatry on acquisition of knowledge in psychiatry. 

2. To describe the implications of a major curricular change on student’s performance on a consistently administered examinations before and after the change in curriculum.

3. To describe one school’s attempt to integrate the Psychiatry and Neurology clerkships in a combined, yet independent manner.
Plenary Session V

Saturday, June 23

9:45 – 10:45 a.m.

Macdonald Ballroom C
Plenary Session V

The Influence of Drug Companies on Medical Education:  

Causes for Concern and 

Strategies For Responding to the Changing Realities

Amy Brodkey, MD

University of Pennsylvania School of Medicine

Frederick S. Sierles, MD 

Finch University of Health Science/The Chicago Medical School


PSYCHIATRY AND THE PHARMACEUTICAL INDUSTRY

Amy Brodkey, MD

EDUCATIONAL GOALS: 

 This talk will provide background information on the current status of the pharmaceutical industry, its effectiveness in shaping psychiatric practice through gifting and promotion, the ethical problems involved in these relationships and the public’s perception of them, the weakening of boundaries between industry and academia and its influence on scientific information, and the effects of these trends and practices on patient care. We hope to persuade attendees of the importance of educating trainees about practical and ethical aspects of physician interactions with industry. Knowledge of these issues will expedite the following workshop in which we will discuss creation of a curriculum on industry-physician interactions and rational selection of therapies.

NARRATIVE SUMMARY:

The pharmaceutical industry, by far the most profitable business in the United States, now spends between $10,000-$20,000 per physician per year on detailing, gifts, meals, trips, CME, and other forms of advertising. A substantial literature demonstrates that, despite most physicians’ protests to the contrary, their opinions and prescribing practices are indeed influenced by such promotion. In addition, a number of studies substantiate the bias and inaccuracy of industry-sponsored advertising, detailing, promotional materials, CME activities, published symposia, and sponsored research. Acceptance of these gifts and activities poses ethical problems of conflicting obligations to physicians and trainees and is negatively perceived by the public. Reliance on industry information results in over-prescribing of inappropriate and expensive medications. Moreover, over-dependence on readily available industry funding has limited the development of alternative sources of education and has redefined the scope of our profession. We need to establish a firm barrier between commercial and professional aspects of psychiatry to safeguard the profession and our patients.

Plenary V (continued)


ACADEMIA, MEDICAL EDUCATION, AND THE PHARMACEUTICAL INDUSTRY


Frederick S. Sierles, MD

EDUCATIONAL GOALS:

Attendees at this talk will gain an understanding of the many interactions between the pharmaceutical industry and academia, the effects of these relationships on medical students and residents, and the importance of being able to inform and influence their own trainees and educational milieu.

NARRATIVE SUMMARY:

Drug company gifts and sponsored events permeate the educational landscape of residents and medical students. An overwhelming majority of trainees meet with and obtain information from detailers, receive a variety of gifts from them, attend sponsored CME events and drug lunches, and are taught by faculty members who receive industry research funding and honoraria. Many of the best residents and students are presented with industry-sponsored fellowships and awards. 
In addition, the once-clear boundary between science and commerce, between academia and industry, has become increasingly blurred. As other sources of funding for medical education have waned, the pharmaceutical industry has secured a prominent role in medical education. Trainees educated in this environment may experience confusion regarding the accuracy and utility of the information they receive as well as their own sense of values.

We will review the literature on trainee-industry interactions and discuss some of their associated problems, including improper therapeutic practices, relinquishment by educators of authority over program content and reward systems, and evidence that trainees may be more vulnerable to industry influence than are practicing physicians.
Literature also documents the desire of trainees for education concerning how to interact with industry and how to prescribe in a rational manner. We will review some modest educational interventions and program policies regarding access to trainees by detailers which have been shown to influence trainee attitudes. 
Workshop Session 2

Saturday, June 23

10:45 a.m. – 12:00 p.m.

Lombard Suite
Preceptors:  Our Most Valuable Assets

Aurora J. Bennett, MD and Lesley M. Arnold, MD

University of Cincinnati

Goals and Objectives

This workshop will focus on discussing creative and efficient ways to maintain contact, provide education, and nurture relationships with our most valuable assets, our faculty preceptors.  Data gathered from preceptors at a variety of outpatient and inpatient adult and child psychiatry sites regarding the type, content, and frequency of communication they find most helpful will be presented.         

Discussion

Acquiring and maintaining quality physicians to serve as preceptors is critical to any clerkship.  The director of the clerkship has a central role in cultivating relationships with these role models for our medical students. 

Studies have shown that an experience with a preceptor who is perceived as a positive role model significantly contributes to a student’s choice of specialty.  We have a two-fold goal for medical students in our clerkship.  We first want to educate all future physicians about the recognition and treatment of mental illness and secondly we want to promote our specialty as worthy of consideration as a career choice.  

Do we spend so much time and energy in finding new sites to place students that we forget to spend equal time fostering the enthusiasm and teaching skills of our current preceptors?  We are reminded of their importance when a favored preceptor informs us that he/she will no longer be available to work with students.  Factors such as a change of employment setting or managed care may play a role in such a decision.  We should not automatically accept such a loss.  We serve in our roles as clerkship directors because we are talented educators and physicians.  We can use these talents to help such a preceptor consider ways to continue in his/her teaching role within the new work environment.  A second scenario involves a site, which receives negative evaluations by students.  We cannot easily discard sites due to their short supply.  This is an optimal opportunity to educate preceptors on effective teaching models utilized at other sites.  Many preceptors welcome such input when provided in a collegial atmosphere that promotes their teaching skills.

Workshop Session 2

Saturday, June 23

10:45 a.m. – 12:00 p.m.

Macdonald Ballroom C
Assessing Incompetence in Medical Students with a Focus on the Clerkships

Mary Jo Fitz-Gerald, MD, La. State University Health Sciences Center in Shreveoport

Mitchell Cohen, MD, Thomas Jefferson University

Renate Rosenthal, PhD, University of Tennessee, Memphis

Myrl Manley, MD, NYU School of Medicine

Objectives:

1. Describe problems which the clerkship director frequently encounters in assessing a student’s performance

2. Discuss reasons for the failing performance 

3. List obstacles which  keep faculty from administering a failing grade

4. List strategies for detecting and dealing with problem performances

5. Discuss possible alternatives for remediation

6. Present pro-active strategies for dealing with marginal students

Discussion:

Once a student enters the clerkship years, many grades become more subjective. Students may pass written tests and still not perform at acceptable levels.  Clerkship directors must decide whether to pass a student who exhibits substandard performance or “Be the bad guy” and post a failing grade.  Problems may become apparent in the psychiatry clerkship even though the student did well on other services.  Students may expect a easy “A” since this is psychiatry. This workshop will examine problems frequently encountered by the clerkship director, and discuss alternative courses of action.

  The participants will each give examples & results from their institutions.  We will describe and outline common problems that cause failing grades, discuss pertinent literature, and discuss faculty/course director problems encountered in documenting and administering the grade. 


Workshop faculty will describe the administrative process & strategies.  We will also discuss how to address competence in other areas, such as professionalism, knowledge base, acquired skills, and medical reasoning. 


The leaders will then focus on strategies that help in preventing acting-out on the part of students, strategies that help in detecting and documenting worrisome patterns of performance in the clinical years outside of psychiatry, and ways of remediation.  We will discuss proactive strategies at all levels of medical education that are fair and constructive.

Workshop Session 2

Saturday, June 23

10:45 a.m. – 12:00 p.m.

Empress A
A Curriculum on Rational and Ethical Interactions with the Pharmaceutical Industry and Selection of Pharmaceuticals

Amy Brodkey, MD, University of Pennsylvania

Frederick S. Sierles, MD, Finch University of Health Sciences/The Chicago 

Medical School

In this workshop, participants will engage in evaluating and creating curriculum material for medical students, residents, and practicing physicians on any or all of the following topics:

1. Facts about the pharmaceutical industry, the impact of and ethical issues raised by the interaction of physicians and industry, existing guidelines, inaccuracy and bias in drug company promotion, the public’s attitude toward gifting, and literature on trainees’ interactions with industry. 

2. How drugs come to market: the process of obtaining FDA approval, types of drug studies, drug pricing, and marketing.

3. Evaluating and selecting appropriate pharmaceutical agents, including principles of rational prescribing, evaluating industry information and common marketing techniques used by detailers, evaluation of drug studies, literature on the outcomes of sponsored research, and sources of relatively unbiased information.
We will share bibliographies, website addresses, and previously developed materials with workshop participants.

Workshop Session 2

Saturday, June 23

10:45 a.m. – 12:00 p.m.

Empress B
“Mini-OSCE’s”; A Model for Objectivity Evaluating Skills and Knowledge in the Clerkship

Brenda Roman, MD

Wright State University

Educational Goals and Objectives

By the end of the workshop, participants will be able to:

1) Describe the Mini-OSCE format used in the psychiatry clerkship.

2) Review OSCE tapes and evaluation tools used in the OSCE examinations.

3) Analyze the data that supports the correlation of OSCE performance to USMLE subject exam performance, and overall clerkship performance.

Abstract

Three years ago, due to concerns about the inflation of clerkship grades, particularly from psychiatry attendings, I developed an evaluation system of "Mini-OSCE's" with the goal to more objectively grade them in core areas of psychiatric knowledge and skills.  These skills include observing a psychiatric interview (on videotape), making observations, developing a differential diagnosis, developing a working diagnosis with a treatment plan, discussing biological evidence for that particular disorder and discussing prognosis.  The first Mini-OSCE is written (and thus graded by the clerkship director) and the second Mini-OSCE is oral to a psychiatry attending, thus organization and presentation skills are also assessed.  Since the incorporation of the Mini-OSCE's into the Examination Day, the grade distribution has moved into a more traditional "bell-shaped" curve.  While students don't have a gleeful expectation regarding the OSCE's, the overall experience is looked upon quite positively.  (There has only been 1 complaint about the process in 3 years.)

During this workshop, I will share the "Mini-OSCE" format, my evaluation tools and grade data.

Special Interest Groups

Saturday, June 23

10:45 a.m. – 12:00 p.m.

Deerhurst Suite
A Curriculum on Rational and Ethical Interactions with the Pharmaceutical Industry and Selection of Pharmaceuticals

Greg Briscoe, MD, 

Attendees will discuss practical uses of web-based information technology as it applies to ADMSEP members and collateral audience.  Medical information search engines will also be discussed.  Ideas for new practical uses our web site are welcome.  No technical background knowledge required. 

Special Interest Groups

Saturday, June 23

10:45 a.m. – 12:00 p.m.

Empress C
Results of a Pre-clinical Behavioral Science Course Survey of U.S. Medical Schools

Darin D. Signorelli, MD

University of Southern California

ABSTRACT 

To investigate in detail the first two (pre-clinical) years of medical students' exposure to the "behavioral sciences." Gradually over the last decade, psychiatry departments' role in teaching this topic has probably decreased, with other fields becoming more involved. We would like to investigate who is teaching behavioral science topics, where these topics are presented in the curriculum, and what teaching strategies are used.  From this, we will attempt to assess whether or not medical schools are meeting their goals in this area, and make suggestions for improvement if this is indicated.

GOALS AND OBJECTIVES 

To investigate and report: 

1) Who is teaching the pre-clinical behavioral sciences topics at U.S. medical schools. 

2) When in the curriculum these topics are taught. 

3)  What topics are covered. 

4)  How many hours are being devoted to these topics. 

5) What teaching strategies are used. 

6) Assess whether psychiatry has a decreasing role in teaching about behavioral

 sciences.

Special Interest Groups

Saturday, June 23

10:45 a.m. – 12:00 p.m.

Kananaskis Suite

Psychiatry-Neurology Integration

Carl Greiner, MD

University of Nebraska Medical Center

Psychiatry Directors of Medical Student Education and Clerkship Directors are frequently being asked to design an integrated psychiatry & neuroscience curriculum.  This workshop will review the controversial educational issues evoked by this change.  Relevant articles will be noted and a handout from the APA Medical Student Education Component Workshop on the same topic will be provided..  It would be helpful to read Kandel’s article on a new model for psychiatry (AJP, 1998; 155: 457-469) prior to the workshop.  Discussion of practical solutions to clerkship problems will be emphasized.

Notes

1

